Background: Paramedicine is a rapidly evolving health profession with increasing responsibilities and contributions to healthcare. This rapid growth has left the profession with unclear professional and clinical boundaries. Existing defining frameworks may no longer align with the practice of paramedicine or expectations of the public. The purpose of this study was to explore the roles paramedics in Canada are to embody and that align with or support the rapid and ongoing evolution of the profession. Methods: We used a concurrent mixed methods study design involving a focused discourse analysis (i.e., analysis of language used to describe paramedics and paramedicine) of peer reviewed and grey literature (Phase 1) and in-depth one-on-one semi-structured interviews with key informants in Canadian paramedicine (Phase 2). Data from both methods were analyzed simultaneously throughout and after being merged using inductive thematic analysis. Results: Saturation was reached after 99 national and international grey and peer reviewed publications and 20 in depth interviews with stakeholders representing six provinces, seven different service/agency types, 11 operational roles and seven provider roles. After merging both data sets three framing concepts, six roles and four crosscutting themes emerged that may be significant to both present-day practice and aspirational. Framing concepts, which provide context, include variable contexts or practice, embedded relationships and a health and social continuum. Roles include clinician, health and social advocate, team member, educator, professional and reflective practitioner. Crosscutting themes including patient safety, adaptability, compassion and communication appear to exist in all roles. Conclusions: The paramedic profession is experiencing a shift that appears to deviate or at least place a tension on traditional views or models of practice. Underlying and evolving notions of practice are resulting in intended or actual clinical and professional boundaries that may require the profession to re-think how it is defined and/or shaped. Until these framing concepts, roles and crosscutting themes are fully understood, tested and operationalized, tensions between guiding frameworks and actual or intended practice may persist.
Background
Paramedicine has experienced significant growth in recent years. This health profession is moving beyond a purely emergency or acute care based system, to offering in addition, more complex and integrated health care [1] [2] [3] . This shift has largely been driven by growing health care system pressures, and evolving views on how health care is conceptualized and delivered, including for example, de-institutionalizing care and reducing in-hospital time for patients [4, 5] . Increasingly, paramedicine has become recognized as a health profession whose growing clinical acumen and unique point of contact with the public/patients can be leveraged to better serve their health care needs and meet policy goals; not only for those who contact paramedic services in a time of acute or emergent crisis (as is traditionally the case), but also for broader patient groups and needs [1, [6] [7] [8] . As a result, evolution of the profession has been rapid, with many trying to catch up by rethinking and reevaluating the boundaries of paramedicine.
As paramedicine becomes part of system advances, well-established practice boundaries become unclear [8] . For instance, in contrast to more "traditional" responsibilities (e.g., responding solely to emergencies), paramedics have played a large part in the delivery of healthcare in under-serviced areas, or been integrated into long-term care settings as well as primary and/or family health teams [9] [10] [11] [12] . Alternative disposition for patients (e.g., bypass protocols, referrals, treat and release programs) are increasingly common [13] [14] [15] [16] . Even in more traditional models, innovative, specialized and expanding care programs are emerging [14, 17, 18] . These "non-traditional" practice settings have been effective in helping to manage acute and chronic conditions, reduce unplanned transfers to emergency departments, promote more health care touch points for patients and avoid or minimize admission and readmission rates [19] . These advances reflect conceptual and operational shifts in the profession, with significant implications on the abilities required of those who practice within it.
For Canada, the Paramedic Association of Canada's (PAC) National Occupational Competency Profile (NOCP) defines Canadian paramedic practice nationally by describing the competencies or tasks paramedics are expected to possess when practicing at a specified level (i.e., primary, advanced and critical care) [20] . While the NOCPs have been seminal in helping to describe paramedicine in Canada, the emphasis on decontextualized skills, the profession's rapid growth and the emergence of increasingly diverse clinical programs, has led to a framework that may now be poorly aligned with the actual experiences of most paramedics and/or the public. Further, the NOCP is limited to specification of what paramedics can do, rather than what roles (i.e., professional capabilities) paramedics are to embody and by extension their place or contributions in the community or health care system [21] . Understanding fundamental roles assumed by paramedics provides the profession, educators, as well as patients, the public and associated health or public safety professions/disciplines, with clarity and direction in how it may be most effectively realized, integrated and/or utilized.
Therefore, the objective of this study was to identify current and emerging roles all paramedics are to embody in Canada, regardless of designation or specialty, as defined by the profession. The aim was to be both reflective of current practice but also visionary in offering a conceptual framework that could promote discussion, debate and further study within the profession to ensure that what emerges ultimately has utility.
Methods

Study overview
This study involved a concurrent mixed methods design involving a focused discourse analysis (i.e., analysis of language used to describe paramedics and paramedicine) of peer reviewed and grey literature (Phase 1) [22] and in-depth one-on-one semi-structured interviews with key informants in Canadian paramedicine (Phase 2). Data from both methods were analyzed simultaneously throughout and after being merged using inductive thematic analysis [23] [24] [25] . Ethics approval for this study was obtained through the Justice Institute of British Columbia Research Ethics Board (JIBCER-201404) and informed consent to participate in this study was obtained by all participants.
For this research we adopted a constructionist approach [23, 25] . This research paradigm treats individual unique accounts and perspectives from authors/author groups and interviewees as valuable, rich and influenced by their specific but still meaningful context [26] . In applying this paradigm we accept that there are no hidden or "true" sets of roles to be discovered. Rather, any middle range theory or understanding that emerges regarding roles emerges as part of accepting that multiple views exist, which requires some degree of interpretation. As such our views and experiences are inextricably linked to the process. Knowledge and any roles that emerge are therefore co-constructed by the researcher-participant and researcher-literature interaction [27] . All authors are active researchers with extensive backgrounds in paramedicine as clinicians, educators, scientists, and/or regulators in Canadian paramedicine.
Phase 1 data source: literature
Our intention was to explore the literature as sources of language used to describe paramedics and paramedicine. We specifically searched for language used by authors (while considering context) that might inform our understanding of roles directly, or through interpretation and themed analysis. In other words, we engaged in the literature as sources of language rather than as sources of evidence. Doing so involves an informed and iterative data driven exploration, rather than a highly specific or standardized search and/or evaluation of evidence. This discourse analysis then, is a qualitative analytic method that looks for "broad themes and functions of language" including "recurrent patterns or genres of language that share similar structures and content" [28] and/or a collective viewpoint. This use of literature as data focuses on the terms, phrases, descriptions and concepts within the documents rather than on the content and the arguments of the documents per se.
Two researchers (RB and BD) began by intentionally focusing on known seminal literature, both grey (defined as government reports, professional documents, and academic papers not controlled by commercial publishers) and peer reviewed, that has informed paramedicine in Canada broadly, including policy, operations, clinical practice, and education. Including both peer reviewed and grey literature emphasized our interest in language and recognized the presence, value and influential role of both in communicating, guiding and shaping the profession. Additional searches were conducted that used specific databases and search terms (see Table 1 ). We searched specifically for literature that (a) had at least in part, paramedics, paramedic practice or paramedicine as the focus of the work or unit or analysis; (b) discussed current or future paramedic practice; (c) described or made recommendations related to paramedics or paramedic practice; (d) discussed or informed the articulation of roles, functions, capabilities and/or attributes related to paramedics or paramedic practice.
Initial data collection included a search of full-text English language literature published between1999 and 2014. While we focused initially on Canadian literature, we recognized the influence and increasing globalization of paramedicine, and included international works that had an influence on or application to Canadian contexts. We allowed the emerging data to generate framing and sensitizing concepts as they occurred, but remained open to any emerging ideas. We made efforts to be comprehensive and limit bias by seeking new and divergent ideas throughout. Both the literature and emerging concepts were used to iteratively seek additional data to strengthen, support, expand or challenge ideas.
Data extraction and analysis
We searched for and extracted terms, phrases, extended quotes and concepts used by authors. The extraction process was informed by a series of related concepts. These included descriptions of paramedic practice, emerging trends, expectations of practitioners, identified gaps and recommendations, capabilities and attributes required of practitioners.
Coding was performed by two researchers (BD and RB), each of which read an overlapping subset of the full set of documents. The researchers employed an iterative process of data collection and open coding analysis, allowing for emergent themes to inform subsequent data collection and analysis [29] . A constant comparative method [23] [24] [25] was employed to further expand and refine codes. Memos, journaling and marginal notes were used to inform the coding structure but were also reviewed and integrated into the emerging data set. We continued this process until we reached saturation (i.e., no new codes or ideas emerged)) but stopped short of finalizing analyses until data from the literature could be merged and analyzed with interview data (discussed in more detail below).
Phase 2 data source: interviews with stakeholders/Key informants Overview
This phase of the study, which occurred concurrently with phase 1, involved in-depth one-on-one semistructured interviews with key informants. Given the diversity of paramedic programs and models nationally, 
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* = a boolean search modifier that has the search engine return and highlight any word that begins with the root/stem of the word truncated by the asterisk our sampling strategy was designed to ensure breadth in geography, specialties (tradition and non traditional) and stakeholders, while also using saturation of ideas as an end point. Interview questions broadly considered clinician level features and position in the health care/public safety fields that could be used to infer meaningful roles.
Participants
We recruited and enrolled participants using purposive and snowball sampling strategies. We developed a nomination strategy to: (a) identify those recognized by the community to be most suited to speak on its behalf (e.g., valuable or unique insight, history of meaningful contributions, positions of influence); (b) ensure broad representation both in geography (e.g., provinces, mix of urban, rural, remote communities) and profession breadth (e.g., all levels of paramedicine, diversity in specialty units, service delivery models, stakeholder types).
We took advantage of a standing steering committee that was assembled by the PAC and the Alberta College of Paramedics to discuss revisions to the existing NOCPs. This committee included members from a number of stakeholder groups across Canada (e.g., regulators, educators, policy makers, employers, accreditors) and therefore was appropriately positioned as a starting point for our nomination and sampling strategies. We invited this group to offer nominations, but also to distribute the nomination request to other relevant respective provincial groups or individuals as they saw fit. We then rank ordered nominations against the criteria above to begin an initial set of invitations. Following each interview we asked participants whom we should additionally interview. We cross-referenced these ongoing nominations with our existing pool (and sampling goals), revising and adding participants as necessary.
Interview guide
Interviews were one-on-one and semi-structured. The interview guide was developed (using consensus on initial questions), piloted and revised to ensure clarity and limit biases prior to beginning data collection. We made efforts to use open-ended non-judgmental questions and probes to inquire more deeply where appropriate. Our questions targeted (a) paramedics and the profession in the context of the health care and public safety sectors, (b) the position itself (across whatever context was relevant to the participant) and (c) the individuals who serve in the profession (regardless of specialization or position). We allowed the interview guide to remain open to revision throughout and in remaining flexible we allowed ourselves to discuss issues that had been raised in earlier interviews or on topics the participants wanted to explore. See Table 2 for the final interview guide.
Data collection and management
Interviews were conducted primarily by WT with some conducted by RB and BD. Consent was obtained in writing and verbally in advance of the interview. All interviews were conducted over the telephone and audio recorded, and allowed to end naturally (i.e., no time limit). All recordings were then transcribed verbatim and reviewed for accuracy before analyses. QSR NVivo (http://www.qsrinternational.com/) was used to store, organize and analyze data.
Data analysis and interpretation
All transcripts were coded by WT with a subset additionally coded by RB and BD. Open coding was conducted throughout to allow for the identification of areas requiring additional data and/or new lines of inquiry. This initial coding was intended to remain open to any possibilities that could be discerned in the data and to avoid any conceptual leaps as we moved through the analytical work. We used a constant comparative method to refine codes, and engaged in axial coding where we began to synthesize the data into more meaningful codes and groups until eventually themes or groupings (as well as sub groups or supporting codes) began to emerge. Similar to the literature review, we stopped short of completing the analysis, allowing for final analyses to be conducted once data had been merged with the codes/data from phase 1.
Merging of the data and analysis
The initial analyses and coding in Phases 1 and 2 were merged into a single data set for further analysis. This was a deliberate attempt to allow both data sets, which had already been considered extensively (but not conclusively), and which we treated as equal, to be considered in relation to each other. This served as another and more extensive form of axial coding toward finalizing themes/roles.
The research team met repeatedly to carry out the analysis, sharing and merging of codes and data, looking for convergence, divergence and emergence of groupings or themes. This process was inductive, iterative and involved moving back and forth within and between the existing data sets (emerged codes and groupings, as well as original data) until both data sets were fully represented. The intent at this point was not to identify roles, per se, but rather to group together codes and data into conceptual or thematic categories. We avoided overly defining any themes that may have emerged, leaving raw or refined codes (and their associated raw data) that had been grouped to serve as our initial supporting data. We captured these analyses visually first using maps, then converted these into narrative text (derived or inferred from the data) summarizing these ideas as core concepts within each category.
Results
Part 1 -initial results from the literature
Using saturation as our end-point, we ultimately drew language from a total of 99 peer reviewed/academic (n = 77) and grey publications (n = 22). See Table 3 for a final list of publications. Five hundred and eight unique statements were extracted and coded. Preliminary axial coding and inductive thematic analyses (i.e., prior to merging of data with interview data) led to 49 initial emerging groupings before being merged with interview data.
Part 2 results -interviews with stakeholder/Key informants
A total of 71 individuals were nominated from across Canada. After taking into consideration our sampling objectives and saturation, 20 stakeholders/key informants were interviewed in total, resulting in approximately 32 h of transcribed data. See Table 4 for a summary of participant demographics.
In total 321 codes were generated. As part of the axial coding process, open codes were then grouped based on conceptual similarity, resulting in a preliminary set of 16 groupings. Open codes and groupings were then merged with the results from the literature review.
Merged results -framing concepts, roles and crosscutting themes
Our objective was to identify current and emerging roles paramedics are to embody in Canadian paramedicine. However, our analysis also revealed what we described as framing concepts (i.e., data that were not exactly roles but appeared to provide relevant context) roles and cross cutting themes (i.e., data that were similar to roles but appeared in all identified roles and thus were not distinct).
Framing concepts
Three framing concepts emerged: (a) variable context of practice, (b) embedded relationships and (c) a health and social continuum.
Variable context of practice
Paramedicine was discussed in ways that suggest shifts in the profession. These shifts occurred in terms of practice location (e.g., paramedics working in emergency department or clinics) [30] but also models of care [1, 11, 31] . For instance, paramedicine was no longer viewed as exclusively emergency response based, offering more in terms of contributions to health and health care:
"I believe that the paramedic profession is at a point of maturation that it is well beyond the singular focus of the resuscitation days…we actually have a greater role to play, with more significant dividends in the areas of prevention, education and primary care."[P-13] Emergency care was certainly an emphasis, but now for different reasons: "our primary focus is an emergency, likely probably will remain an emergency, but the more work we do on the primary healthcare side, the less I suspect there will be on the emergency side."[P-09] This is leading to variable work and models of care that increasingly represent deviations from or expansions on traditional emergency care and opportunities: "Paramedicine will increasingly develop a skill set that would permit a larger range of problems to be managed without hospital visits."[P-AL] Even when engaged in emergency response this shift included empowering paramedics to provide more patient centered dispositions. Shifts in physical workspace and models of care, novel contributions to health care and more patient centered care collectively served as one framing concept that helped to provide context for some of the roles described below.
Embedded relationships
A second framing concept involved paramedic clinical practice as being embedded in a number of relationships.
Examples included relationships with patients, their family, their health history and existing care plans (if any) [30] , with other healthcare team members (directly or indirectly) [1, 3, [30] [31] [32] , their (i.e., both patients and paramedics) position in the larger healthcare system as well as social and/or cultural context [33] : "paramedics are part of a systems approach to health care, so a community system of care, an out of hospital system of care, and a hospital system of care, and they overlap."[P-02] Others have discussed how inter-dependencies between the health care services have created a need for paramedicine to foster strong linkages with other stakeholders, including Master's thesis USA other health care professionals and regions [1] , even suggesting that performance is dependent on being able to function in such a system: "[paramedics] are a part of a network of services…connected to a continuum of care. And so I think the ones that do well in the varied contexts are the ones that see themselves as part of a network."[P-01] These relationships were positioned as ways of optimizing care and promoting patient centeredness while taking advantage of the unique point of contact: "you elevate the relationship of the paramedic and whichever specialist they are collaborating with in an interprofessional model to enhance that patient's experience." [P-13] The central thesis being that healthcare begins or continues with paramedics rather than serving as a bridge to healthcare and that paramedics have the added advantage of engaging with patients in their particular context. However, again, it appears these contexts are not to be considered in isolation, rather as embedded in healthcare delivery [1, 30] .
Health and social continuum
Finally, participants and the literature describe paramedicpatient encounters as involving mutually dependent health and social factors, although differing in the degree and relevance across instances [33] . This was discussed in terms of ensuring care considers both medical and social (and psychological) determinants and that paramedics be equipped to consider these: "whether it is chest pain or respiratory distress. It can also be a social issue…the paramedic has to be very comfortable with that skill set as well. So with respect to not only the usual, you know, diagnosis and management, but the social aspects of health care… therefore you have to further develop your skill sets with non-urgent things, like managing blood pressure, CHF care, maybe even ongoing social issues."[P-07] A precipitating health problem may have initiated contact with paramedics, but in some cases this may be secondary to underlying social/psychosocial determinants of health.
This was also revealed when discussing an apparent dissonance between how paramedics are trained (referring to the exclusions of social factors) and what is involved or required in their daily activities with patients in their context in order to better serve their needs [33] : "[The] system and the curriculum and the NOCP's, we systematically herald one arm -which is the 911 [emergencies]-and at the same time, discount the process where the majority of the calls are going to be."[P-19] It appears therefore that there an a growing appreciation for (or call for more attention to) being prepared for, or acting on the range patient needs beyond acute events and recognising any events in the individuals social context.
Roles paramedics are to embody
These framing concepts help to provide context and in some ways even explain six distinct roles to be embodied by paramedics. These were, (a) clinician, (b) team member, (c) health and social advocate, (d) educator (e) reflective practitioner and (f ) professional.
Clinician
Perhaps most consistent with existing models of paramedicine was that paramedics need to be able to provide safe and effective clinical care using knowledge, skills and clinical judgment within a given scope and standards of practice, while drawing on and functioning within the unique contexts in which they practice [1, 2, 34] . However this applied to emergency and non-emergency patient care needs, patient disposition and a broader range of patient types or interventions: "they [paramedics] must be able to deal with the undifferentiated early in their care…and triage them to the most appropriate resource available."[P-07] "I think that paramedicine will increasingly develop a skill set that would permit a larger range of problems to be managed without hospital visits."[P-01] "They must be able to make a field PCP primary care paramedic, ACP advanced care paramedic, CCP critical care paramedic, EMD emergency medical dispatcher; Base Hospitals provide medical oversight and do not exist in all provinces diagnosis…and actually make a treatment decision in terms of where the patient should go. Is there something we can treat them right here as opposed to you know bringing them to the hospital."[P-11] These concepts of a clinical proficiency were reflective of current practice models but also of practice models that were evolving. Technical competence [3, 35] , being patient-centered [36] , having the ability to integrate a patient's context and functioning in diverse settings with varying levels of clinical support [37] were also features of the discourse in this "Clinician" role. However, given the diverse patient groups and contexts, it wasn't clear whether specialists or generalists would be most appropriate or what defines competence exactly, only that it was an essential role to be embodied in this system.
Team member
Both the literature and participants described the integration of care provided by paramedics as part of a patient's overall healthcare as an emerging and growing shift in the profession. This concept extends the clinician role by emphasizing safe and effective integrated healthcare, where paramedics are functionally involved in and responsible for health and health care systems (or networks) of care and providing team-based care in broad interprofessional settings [1, 32] : "This expansion of their scope and role is predicated on a collaborative practice model that they can't do in isolation, they need to have this integrated teamwork." [P-02] Engaging paramedics into these integrated and collaborative heath networks was discussed at the system level, but with implications for paramedicine. Optimizing care meant, for some, recognizing that paramedics work (or should work) within networks of services, within a community connected to a continuum of care: "I think with paramedicine there's going to be a lot more interaction with doctors and nurses and less transport for the benefit of patients. And I think that's going to be a very huge component…I think we're going to have to look at all sorts of alternates for the system to function properly." [P-16] "This involves inter-professional collaboration and how to work appropriately with nursing and dietary and medicine and physiotherapy…and all those other health care professions." [P-15] This "Team Member" role included language related to a deeper understanding of the broader healthcare system and the ability to work in multiple forms of collaborative environments, building short and long-term relationships with patients and family members, as well as other responders and health providers to meet common goals [3, 32] . Abilities related to shared leadership, collaboration, and synchronous and asynchronous teamwork were also described in this context of being an effective team member [31, 32] .
Health and social advocate
Paramedics were discussed as having a privileged and unique point of contact, offering the opportunity to address a patient's medical needs while taking into consideration their unique social context [33, 38] . This suggested opportunities for navigating a patient's care or disposition collaboratively in an advocate-like way that considered both health and social needs or context: "That's a privileged position which I think makes paramedics more unique from most health care professionals in the system is that they are privileged to be the first line contact with the patient and within the community."[P-19] "I think that the future would be being able to empower the paramedics to be able to determine where that person needs to go. Can they stay put in the client's home safely? Do they need to go the community health centre? Do they need to go directly to the x-ray for diagnostic testing? Or should they go the ED (emergency department)." [P-12] This Health and Social Advocate role, albeit a somewhat untraditional form of advocacy, emphasized social context in the health and social continuum (described above) and to some extent obligates paramedics to act, if equipped with the knowledge to do so. This appeared to be in response to system level challenges of the day, that is the challenges some patient's might face in accessing or optimizing their care: "We have become a bit of a safety net of the overall healthcare system in that when they can't find a physician, they turn to paramedics…or becoming the eyes and ears of the of the primary [healthcare] system as well. I think there's a role for -for paramedics to start to close some of those gaps that are out there, so that hopefully in the long term it will result in better primary care." [P-14] Paramedics must therefore be able to detect and incorporate social features (e.g., physical environment, cultural context) and health status (e.g., ongoing health history, existing care plans) to employ shared decision-making and collaborative leadership in serving both as health champions and social advocates.
Educator
This role emerged in two ways. First, paramedic-patient interactions were viewed as unique opportunities to promote patient health by providing timely health teaching when interacting with patients in the community [1, 30, 39] . This was again linked to taking advantage of opportunities associated with interacting with patients in their own contexts: "from the preventative side…trying to mitigate the impact on the health care system overall by being proactive in health education and health promotion." [P-12] "You have this wonderful ability to go and screen and identify these environmental or contextual or health relationships, or health environments that the patient is in. During the care, they have this marvellous opportunity of education-the teachable moment."[P-02] Second, this "Educator" role was also discussed in terms of being able to seek teaching and learning opportunities in daily practice settings and in every interaction with patients, but also for colleagues (including trainees), other responders and health or public safety providers. Some argued that abilities such as integrating experience and evidence to develop and share tacit (professional) knowledge are essential and contribute to ongoing development of paramedic practice and understanding [40] : "I look for those that share that knowledge and who take on that teaching role and will commit to, when they see something that maybe could be done differently among their peers…go to the them afterward and have that teachable moment with them in a way that that person walks away better for it and shares that knowledge with them. [P-14] . Being able to serve larger goals of health promotion and disease prevention (or exacerbations), as well as advancement of the profession on a daily basis were seen as opportunities and requirements in practice.
Reflective practitioner
Paramedicine is an autonomous, evolving and ever changing profession with expanding expectations in complex and rich practice contexts [1, 3, 32, 36, 41] . Linked to some extent with other roles (e.g., clinician) many discussed an obligation to be reflective about one's practice. This was described as the ability to integrate experience, evolve personally and professionally through selfawareness, self-monitoring, and self-reflection (reflecting in and on action) as way of optimizing patient care and their own physical, mental and emotional well being [3, 40] . "Engage in the self-refection and the reflective practice pieces: Did I connect with the patient? What was good? What did I maybe miss? How could I have been a better advocate? How was my interaction with the rest of the health care team? How can I follow up? Who can I connect that patient to in the community or at the hospital? [P-19] "… and that they have competence with resilience, or some understanding of self-regulation, self-care, and that that matters as well". [P-19] This "Reflective Practitioner" role was discussed as the ability to function within their scope, while also being accountable to and informed by evidence and best practices and taking corrective action when necessary. This role was reflected in statements related to having a culture of curiosity and engaging in (and being equipped for) life-long learning, integrating the individual's ongoing experience and evolving practice to develop and maintain professional and clinical acumen. "The culture of curiosity-I call it-is when you read up on things; you dig deeper into things; you go to the literature… to start asking, but also to say 'I want to know more about this…that whole desire to continue to learn throughout the course of your life. As opposed to being 'fed." [P-15] In the context of profession growth, data suggested a greater emphasis be placed on engaging in learning (and research) within the moment and across their careers to address gaps, maintain currency, and extend their expertise. This was recognized as dependent on access and opportunities to learn within their communities of practice, including from their peers, employers, regulatory bodies, and profession. This role, unlike the others was closely tied to and difficult to separate at times from our final role, discussed next.
Professional
The expectation that paramedics embody various attributes traditionally associated with being professional also emerged. Often this was positioned in the context of the profession's unique position in the community, the autonomy of work they engage in, the development of the profession and in establishing or maintaining trust from the community/society. A number of core attributes were discussed including behaving ethically, morally, with integrity and respecting the individual while avoiding further harm: "Follow a code of professional conduct…that speaks to practicing competently, to you know being a mentor and teaching and being taught… keeping the patient as your primary focus and concern and recognizing your limitations" [P-14] "These are the things that matter: compassion, empathy, professionalism."[P-19] "Professionals appreciate and understand what it means to be an ethical and moral health provider."[P-14] These and other attributes (e.g., honesty, care, compassion, empathy, continued commitment to excellence) [3, 42, 43] were closely linked to informing the practitioner's performance, patient and professional interactions, and their relationship to the profession and society overall [3] . Finally, there were also undertones signaling a required shift such as engaging in more research, being more responsible for one's own ongoing development and habitual maintenance of competence, as a way of supporting this role. Research for example was associated with being a professional within a profession: "People are not graduating in EMS with an appreciation or understanding of research and one of the best ways to move that health system forward, they should be able to contribute back in the form of knowledge and if we could start to do more of that, it would be fantastic. And start to generate and build our own body of research". [P-14] Characteristics, behaviors and activities all informed this role as ways of being, promoting ways of practicing optimally and promoting development and growth of the profession.
Crosscutting themes
While over-arching framing concepts provided context and were informative in appreciating how the roles emerged and were discussed, four other themes emerged in the data that again were not quite roles but almost always present in what roles did emerge, and therefore were "crosscutting" in type. These were "patient safety", "compassion", "adaptability" and "communication". In the stakeholder interviews in particular but also across a number of publications, [1, 3, 31, 32, 34, 37, 40, [43] [44] [45] [46] these concepts were discussed but with varying emphasis across the roles. For instance within the clinician role and team members roles, patient safety was discussed as something to be expected, unquestionably, and that quality care and promoting compassion and communication be the developmental focus. These themes emerged not just in the roles, but in the framing concepts as well. Adaptability for example emerged in discussion regarding shifts in practice and embedded relationships. If these roles are to be operationalized, it will be important to consider how each is supported by or includes each of the crosscutting concepts.
Conceptual model
Our results are represented visually in Fig. 1 illustrate our conceptual model and the relationship between findings. The center represents each of the distinct and interacting roles (as described above) that together constitute the paramedic. Working outward, the next ring highlights the crosscutting themes in which all roles are to function within. The most outer ring provides the context for the inner ring and centre, to describe the setting which all of these findings appear to exist.
Discussion
This study aimed to identify and ultimately communicate potential roles to be embodied by paramedics (in Canada), regardless of designation or specialty. Following a discourse analysis of peer and grey literature and in-depth interviews with stakeholders and key informants, six "roles" emerged that may be reflective of present day practice and/or what the profession considers meaningful to practice moving forward. These include, "clinician", "team member", "health and social advocate", "educator", reflective practitioner" and "professional". Framing concepts, which provide some context for these roles, also emerged, including "variable contexts of practice", "embedded relationships" and the concept of a "health and social continuum". Lastly, cross cutting themes including "patient safety", "adaptability", "compassion" and "communication" appear to exist in all roles. This study contributes a novel synthesis and elaboration of paramedic practice and collectively, these roles, framing concepts and cross cutting themes provide a preliminary and foundational conceptual model for how paramedics (and paramedicine) may be defined and/or described in Canada. The findings presented here share similarities with a number of other health profession frameworks, particularly at the roles level. For example, the Royal College of Physicians and Surgeons of Canada CanMEDs framework, [47] the College of Nurses of Ontario, [48] the National Physiotherapy Advisory Group, [49] Canadian National Dental Hygienist Group, [50] and the Profile for Occupational Therapy Practice in Canada, [51] all share a number of roles to be embodied by their respective clinicians. The consistency across health disciplines, including now paramedicine, suggests common foundational concepts required of health professionals (e.g., communication, safety, clinical competence). However, whether roles are defined differently, yet use the same name, or unique roles are identified, being responsive to and reflective of the associated profession is necessary to ensure relevant, meaningful and unique contributions to the health care system. Our inductive strategy, consistency with other health professions and yet unique and context specific results, may provide a degree of support for our findings.
Similar to other health professions, [47] while each role was distinct we did observe a degree of intersecting. That is, each of the roles was dependent on or included aspects of others to varying degrees. For example, the clinician role was associated with and dependent on being a reflective practitioner, which was associated with being a professional and so on. These intersections suggested that paramedics must be able to perform each role fully but also integrate and adapt all roles in practice in order to meet patients' health and social needs in uncontrolled, diverse and unpredictable contexts of practice. This has implications for practice, but also educators and the assessment of competence. While distinct, none of the roles were so distinct as to function in Fig. 1 Graphic representation of conceptual model that emerged from our data; moving from the outer circle in are framing concepts, crosscutting themes and roles paramedics at all levels or specialization are to embody complete isolation of the others and optimizing practice (and patient centered care) is likely to involve varying degrees of each across interactions. The degree to which this intersecting or overlap occurred varied by roles and their combinations, but was almost always present and therefore any emerging model (or operationalization of a model) must take into consideration these findings in order to have utility.
Even when recognizing the dependence on or relationship between roles, one of the common themes in our findings was that this redefined "paramedic practitioner" (i.e., one who embodies all roles) emerged with undertones of a profession struggling with a dissonance between how it is currently realized and its actual or optimal place in the health care system. While staying true to the origins of the profession and the need or desire to continue to serve the emergent and urgent care needs of the public, there was an emphasis placed on the profession's unique context of practice and potential (perhaps yet to be fully realized) role in healthcare. For example, the "team member" and "health and social" advocate roles were reflective of this tension. We learned that for many, healthcare for patients in the community specifically, might be enhanced or optimized by integrating paramedics (i.e., team member role) and/or by having paramedics serve as navigators of care (where appropriate) (i.e., health and social advocate). These shifts are already underway [8, 52, 53] . The diversity of care and the relevance and involvement of social influences, has it appears, become more and more dominant in the interactions paramedics are having with patients. As a result, much of what eventually formed the roles that emerged was informed or at least influenced by this tension. However, whether the adoption or implementation of these concepts result in improved patient outcomes, filling existing gaps, improved health care services or efficiencies, safer or better care requires further study.
In light of this tension, the roles identified here were communicated by the profession (not the public, other health professions, nor patient groups) and were in a way socially constructed. This carries with it at least three submissions to consider. Other health professions that have worked through similar roles frameworks, especially early in their implementation, have documented challenges unique to their settings [54, 55] . First, while perhaps conceptually appealing, for some regions (e.g., urban vs. rural, where resource limitations exist) or existing specializations (e.g., flight, marine, heavy urban search and rescue) some of these roles may be limited in utility and/or difficult to operationalize. Whether alternative dispositions for example (a significant feature of what health and social advocate includes) or truly integrating as members of a larger healthcare team can be achieved or have relevance, may be a limiting factor. Further, socially constructed frameworks may intentionally or unintentionally omit or include certain aspects of practice. However, specializations like the ones described above are built on (or deviate from) a foundational and entry level set of roles and therefore does not inherently diminish their relevance, but may become less relevant as specialty care/service become the focus. How these findings ultimately compliment, augment, support or deviate from other health professions and/or public expectations requires consideration.
Second, before these roles become more formally part of or contribute to any profession-defining or guiding framework, they must be further studied and validated using additional independent and rigorous research. That is, researchers, policy makers, educators and practitioners must critically analyze and explore whether these roles can be further quantitatively or qualitatively supported (or modified) using other existing data or prospectively. Legislative, educational, professional and other potential challenges will also need to be explored for alignment and feasibility.
Third, these roles will require supporting documents in order to be fully realized. For instance, this may include standards of practice to inform boundaries (e.g., for the "clinician" role), a curriculum framework to support educators/educational institutions in operationalizing the ideas, an assessment framework to support employers and regulators in ensuring candidates have indeed achieved or have the capabilities, entrustable professional activities or milestones necessary to embody each interacting role to an established standard.. These issues do not immediately invalidate these results; rather, it begins to suggest where areas of development may be needed in order to place these roles into practice.
The model presented here and the surrounding concepts signal a place to begin more targeted discussions (and research) about the existing and/or intended roles, crosscutting themes and framing concepts associated with paramedics and paramedicine in Canada. This may then begin to more clearly articulate the paramedic practitioner's place in the larger healthcare system and how this once mainly emergency care based profession is now far more complex and multi-faceted.
Limitations
This study is associated with some limitations. This study explored a range of concepts and expectations that describe current and emerging paramedic practice by selected stakeholders and literature. Our initial searches found relatively little peer-reviewed literature that spoke directly to the functions and roles expected of paramedics in Canada. As such we intentionally focused on the discourse and language used by authors who come from a variety of backgrounds, with varying goals and when writing from differing perspectives. Second, while we made efforts to ensure a majority of stakeholders were represented and that those who contributed on behalf of those stakeholder groups were appropriately selected (as per our nomination strategy), some may argue that selected stakeholder groups or specializations (or other demographics) may not have been adequately represented. For example, we may have under-represented primary care paramedics or those working in rural-remote areas, and over-represented leaders in the profession or allied health professions that are closely related to paramedicine (e.g., nurses, emergency physicians). We acknowledge this possibility and have therefore presented our results not as final but as a starting point for discussion, further exploration, ongoing study and validation.
Conclusion
The paramedic profession in Canada is experiencing a shift that appears to be grounded in an appreciation for the unique context of practice, embedded contexts and relationships and health and social continuum that paramedics assume in their daily practice settings. Paramedics may need to demonstrate capabilities supporting six roles (clinician, team member, leader at the patient's side/health and social advocate, educator, reflective practitioner, professional) in order to optimally meet the needs of patients they encounter in the community and support healthcare system goals. Whether or how these roles have utility and/ or can be fully realized or operationalized will require further study. However, the three framing concepts, six roles and four cross cutting themes provide a foundation by which to engage in such study, reflects the potential for a more complex and multifaceted health discipline and may contribute toward a national profession defining or guiding framework.
